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Background. This paper reports on: (1) an evaluation of a common elements treatment approach (CETA) developed for
comorbid presentations of depression, anxiety, traumatic stress, and/or externalizing symptoms among children in three
Somali refugee camps on the Ethiopian/Somali border, and (2) an evaluation of implementation factors from the perspec-
tive of staff, lay providers, and families who engaged in the intervention.

Methods. This project was conducted in three refugee camps and utilized locally validated mental health instruments
for internalizing, externalizing, and posttraumatic stress (PTS) symptoms. Participants were recruited from either a
validity study or from referrals from social workers within International Rescue Committee Programs. Lay providers
delivered CETA to youth (CETA-Youth) and families, and symptoms were re-assessed post-treatment. Providers and
families responded to a semi-structured interview to assess implementation factors.

Results. Children who participated in the CETA-Youth open trial reported significant decreases in symptoms of intern-
alizing (d = 1.37), externalizing (d = 0.85), and posttraumatic stress (d = 1.71), and improvements in well-being (d =
0.75). Caregivers also reported significant decreases in child symptoms. Qualitative results were positive toward the
acceptability and appropriateness of treatment, and its feasibility.

Conclusions. This project is the first to examine a common elements approach (CETA: defined as flexible delivery of
elements, order, and dosing) with children and caregivers in a low-resource setting with delivery by lay providers.
CETA-Youth may offer an effective treatment that is easier to implement and scale-up versus multiple focal interven-
tions. A fullscale randomized clinical trial is warranted.
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Introduction

Children, defined as any boy or girl under 18 years,
make up almost half of the world’s refugee population
(United Nations High Commissioner for Refugees,
2016) and are exposed to challenges, traumas and stres-
sors at the individual, family, and community levels
that increase their risk for mental health problems
(Barenbaum et al., 2004; Betancourt & Khan, 2008;
Reed et al., 2012). These may include forced migration,
forced labor, witnessing of murder and mass killings,
lack of food and shelter, rape, torture, loss and separ-
ation from family, recruitment and use by armed forces,
physical abuse, and family and sexual violence (Lustig
et al., 2004; Office of the Special Representative of the
Secretary-General for Children & Armed Conflict
et al., 2009). Overlaid on potentially traumatic events
are the daily, chronic stressors caused by displacement
and associated with living in the camp environment –
lack of basic needs, crowded and unsafe living condi-
tions, and interpersonal conflict, among others (Layne
et al., 2010; Miller & Rasmussen, 2010).

Children affected by these types of traumas and
stressors present with a wide range of mental health
symptoms, including those associated with post-
traumatic stress (PTS), depression, anxiety, conduct
problems, risk behaviors (e.g., alcohol or drug use),
and distress associated with grief reactions (Barenbaum
et al., 2004; Lustig et al., 2004; Sagi-Schwartz, 2008;
Attanayake et al., 2009; Okello et al., 2013[for review],
Morgos et al., 2008; Fernando et al., 2010; Miller &
Rasmussen, 2010; Reed et al., 2012; Meyer et al., 2013;
Newnham et al., 2015). Prevalence is difficult to study
in these contexts; however, most studies find higher
rates of mental health problems among displaced chil-
dren compared with non-displaced populations
(Goldstein et al., 1997; Paardekooper et al., 1999;
Tousignant et al., 1999; Morgos et al., 2008; Bronstein
& Montgomery, 2011; Reed et al., 2012).

There remains limited evidence on the effectiveness
of interventions to treat mental health problems of chil-
dren in refugee settings in low- and middle-income
countries (LMICs). Some studies suggest that cogni-
tive–behavioral-based treatments can be effective for
reducing mental health symptoms in refugee children
(Bolton et al., 2007; Layne et al., 2010). Relatedly, some
eclectic psychosocial programs have been tested with
conflict-affected populations, and show an impact on
outcomes such as self-esteem or hope, but not mental
health (Tol et al., 2014). Studies have generally utilized
focal disorder treatments – or treatments focused on
one disorder or cluster of symptoms. For example,
Layne and colleagues used a treatment developed for
posttraumatic stress disorder (PTSD) and grief (Layne
et al., unpublished treatment manual) and Bolton and

team (2007) used a treatment developed for depression
(Interpersonal Therapy for depression; IPT). In contrast
to this focal disorder treatment model where everyone
receives the same elements in the same order, in com-
mon elements approaches providers learn elements
that can be combined in different ways (elements
used, order, dose) to treat a range of common mental
health symptoms, and how to handle comorbidity
(e.g., depression, trauma, anxiety co-occurrence)
(Chorpita et al., 2005; Weisz et al., 2011; Weisz et al.,
2012; Murray et al., 2014a). This approach is potentially
more efficient and sustainable in both high-income
countries (Mansell et al., 2008; Weisz et al., 2011; Weisz
et al., 2012) and in LMICs (Bolton et al., 2014; Murray
et al., 2014a; Ventevogel, 2015; Weisz et al., 2015) because
it does not require providers to learn multiple interven-
tions. Additionally, in settings with high rates of dis-
order comorbidity, such as in refugee populations, a
model that can address multiple disorders may also
be more appropriate (Murray & Jordans, 2016).

Current project

This paper reports on: (1) an evaluation of a common
elements treatment approach (CETA) (Bolton et al.,
2007; Bolton et al., 2014; Murray et al., 2014a; Weisz
et al., 2015) developed for comorbid presentations of
depression, anxiety, post traumatic stress, and/or exter-
nalizing symptoms among children in three Somali
refugee camps on the Ethiopian/Somali border; and
(2) an evaluation of implementation factors including
acceptability, applicability/fit, feasibility and treatment
facilitators, and barriers from the perspective of staff of
the implementing partner organization, lay providers,
and families who engaged in the intervention.

Method

Setting

This project was conducted in three refugee camps in
the Somali region of Ethiopia: Kebri Beyah, Sheder,
and Aw Barre, all near Jijiga town in the Ogaden
region of eastern Ethiopia. Studies specifically on
Somali refugee children are few, though a 2003 study
estimated the prevalence of PTSD to be approximately
48% among Somali children and adults living in a refu-
gee settlement in Uganda (Onyut et al., 2009). As of
September 2013, approximately the midpoint of the
project, the combined total population of these three
camps was 41,705 people, approximately 60% of
whom were children under the age of 18 (United
Nations High Commissioner for Refugees, 2014).

This project was completed within the context of
regular programming of the partner organization, the
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International Rescue Committee (IRC) and had app-
roval from the Ethiopian ARRA (Administration for
Refugee and Returnee Affairs).

Preceding qualitative and instrument validation
studies

It is critical to understand local idioms of symptoms
and validate local instruments when working cross-
culturally (Bass et al., 2007; Betancourt et al., 2009;
Kohrt et al., 2011). This was done using a research
and program development model, the Design,
Implementation, Monitoring, and Evaluation (DIME)
that aims to: (1) identify and measure local mental
health problems through qualitative methods; (2)
guide the selection, adaptation, and testing of mental
health instruments and interventions; and (3) monitor
and evaluate provided services in collaboration with
local providers and community organizations
(Applied Mental Health Research (AMHR) Group).
Our qualitative study within these camps showed chil-
dren exhibit a wide range of internalizing and external-
izing symptoms (Puffer et al., 2011). Further, we found
the community was concerned about children who
have experienced trauma – sexual violence, female
genital mutilation, and other forms of abuse, as well
as exposure to war-related violence. One Somali term
for experiences of traumatic stress is ‘didsan,’ literally
translated as ‘shock’ and described by the Somali
team as referring to ‘a person who fears everything
because they remember bad experiences.’

Based on results from the initial qualitative study,
we adapted and validated three instruments (described
below) to measure externalizing and internalizing
symptoms (Hall et al., 2014). The instruments were
translated into the Somali language by a local transla-
tor hired by IRC who conducted back translation (into
English), and all individual items were discussed by a
local team of interviewers to assess the meaning, con-
ceptual clarity of the translations, and cultural appropri-
ateness of each item for the local context. Following
translation, the measures were adapted by including
additional items assessing locally relevant symptoms
of internalizing, externalizing, and traumatic stress ini-
tially derived from a qualitative study (Puffer et al., in
progress). Results from a brief validation study indi-
cated adequate psychometric properties for all three
measures (see summary below; Hall et al., 2014).

Measures

Internalizing and externalizing symptoms

The Achenbach Child Behavior Checklist (CBCL)/
Youth Self Report (YSR) (Achenbach & Rescorla,
2001) measured caregiver and child self-reported

internalizing and externalizing symptoms. Respondents
reported their frequency of experiencing each symptom,
with responses coded on a three-point Likert-type scale
ranging from ‘0’ (not true) to ‘2’ (very often true). The
CBCL/YSR has evidenced excellent internal reliability
in previous studies in the USA (Crijnen et al., 1997;
Ivanova et al., 2007; Berubé & Achenbach, 2010), LMIC
(Murray et al., 2015), and during the validation study
for this project (Hall et al., 2014). The reliability coeffi-
cients for caregivers and children were 0.95 and 0.88
for the Internalizing Scale, 0.89 and 0.93 for the
Externalizing Scale, respectively.

PTS symptoms

Child Post Traumatic Stress Disorder Symptom Scale-
Interview format (CPSS-I) (Foa et al., 2001) assessed
17 PTS symptoms on a four-point Likert-type scale
ranging from ‘0’ (never) to ‘3’ (all the time). The
CPSS has evidenced excellent psychometric properties,
with Cronbach’s alpha (α) and test–retest values
exceeding 0.80 (Foa et al., 2001). Child and caregiver
forms of the instrument assessed the child’s symptoms.
Although the CPSS-I does not have a caregiver version,
the scale was adapted to assess caregiver report of chil-
dren’s symptoms. The internal reliability obtained in
the validation study for both caregivers and children
was 0.95, and 0.85, and combined test–retest and inter-
rater reliability was reasonable for caregivers (r = 0.72)
and children (rs = 0.45) (Hall et al., 2014). Cronbach’s α
was 0.94 for caregivers and children in the current
study.

Child well being

The Orphans and Vulnerable Children Wellbeing Tool
(Senefeld et al., 2009) measured aspects related to child
well-being. Sample items included ‘I am as happy as
other kids my age,’ ‘I feel secure in my neighborhood,’
and ‘My body is physically healthy.’ This instrument
was developed for use with orphans and vulnerable
children. The present project utilized a 31-item version
of the instrument (reduced from 36 items), which was
psychometrically evaluated in the validity study (as
above), and shown to have a high reliability and com-
bined test–retest and interrater reliability for children,
but not for caregiver report. Therefore, the instrument
was only used to measure children’s self-reported well-
being. The scale had excellent reliability in the present
project (Cronbach’s α = 0.94).

We established cut scores for project screening pur-
poses by following the results of the validity study
(Hall et al., 2014). The cut score of 13 was chosen for
traumatic stress symptoms based on ROC (receiver
operating characteristic curve) analysis demonstrating
this as an acceptable score to balance specificity and
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sensitivity. Cut scores for internalizing and externaliz-
ing symptoms were not considered reliable based on
ROC analysis so the project team utilized a score of
19 or higher for these symptom dimensions based on
maximizing the sensitivity of symptoms. This cut-off
required a response of ‘sometimes’ or greater on at
least half the items.

Project measure procedures

The three measures, together with the demographic
information, were compiled into a complete project
instrument. For demographics, age, sex, and educa-
tional status were obtained for 37 caregiver and child
dyads. For caregivers, marital status, spousal cohabit-
ation, and the length of time living in Ethiopia also
were obtained. Participants and their caregivers were
administered the project instrument prior to beginning
the intervention and 1 month following completion of
the counseling program.

Recruitment, consent, and baseline assessment
procedures

This project was conducted from January 2013 to
February 2014. Participants were recruited with two
methods: from the validity study population (N =
16), or from referrals [social workers within IRC who
knew families in need (N = 19), and general referral
(N = 2)]. Three IRC staff and 17 refugee camp-based
workers were trained to administer the project instru-
ment as well as deliver the intervention as part of
IRC programming.

First, project staff reviewed the list of participants
from the prior instrument validation study [described
above (Hall et al., 2014)] whose scores indicated ele-
vated symptoms as per the inclusion criteria. A local
IRC staff member who functioned as the project
manager (AI) completed a cover sheet on all validity
study participants that met inclusion criteria. This
cover sheet contained identifying information includ-
ing the child’s name, age, address, and their study ID
number from the validity study; the cover sheet did
not include information on the symptom problems or
any other study-related data. When referrals were
made by social workers in the IRC’s child protection
program, the IRC project manager (AI) compared the
referral list against the list of children from the validity
study to ensure there would be no duplication in
screening. A cover sheet was completed in the same
process for all referred children – each with a unique
ID identifier.

The cover sheets were given to IRC staff and camp-
based workers who went into the community to
identify the children, describe the project and complete
informed consent procedures. If there was a

discrepancy between the identification information
on the cover sheet and information provided by the
individual, the IRC workers did not proceed with
informed consent and reported back to the project
manager. If the subject’s identity was successfully veri-
fied, the IRC workers obtained oral informed consent
from the child’s caregiver (required for inclusion;
defined as the person primarily responsible for the
child) and informed assent from the child using a
standard script. Caregivers had to give permission
prior to an assessor speaking with a child. IRC workers
obtained informed consent and assent from caregivers
and children (separately) for screening and, if eligible,
proceeded to read a second consent form to participate
in the treatment and evaluation (again, separately). All
interviews were conducted in confidential locations (e.
g., IRC offices, clients’ homes) and at a time of the par-
ticipant’s choosing. All children in the project had to
present with a caregiver to assure proper adult
consent.

Participant characteristics are displayed in Table 1. A
total of 88 children were screened for participation in
the evaluation of CETA (see Fig. 1). Inclusion criteria
for the children were being between 7 and 18 years
of age, living within one of the three identified
camps, and elevated symptoms in at least one of the
domains of mental health problems identified in the
prior qualitative study: (a) trauma-related symptoms
as assessed by the adapted CPSS, cut score 13, (b)
externalizing symptoms as assessed by the adapted
CBCL/YSR externalizing scale, cut score 19, and/or (c)
internalizing symptoms as assessed by the adapted
CBCL/YSR internalizing scale, cut score 19. As the
treatment model was a common elements approach
that could be used for children with comorbidities,
participants could meet inclusion by any single or mul-
tiple cut-off scores. Children were excluded from the
project if the child or their legal caregiver was not men-
tally competent to give consent, or if the child was the
head of household.

Post-assessments were administered by an IRC staff
member that did not provide treatment to the child/
family. These assessments were given to children and
caregivers regardless of the number of CETA sessions
completed.

Safety protocol

Interviewers were trained to identify interview res-
ponses that might indicate a child was at immediate
risk of harm, including suicide, homicide, serious
violence to self or others, and physical, sexual or
psychological abuse. If such risks were identified, a
locally-developed safety protocol was implemented
(Murray et al., 2014b).
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Intervention

The Common Elements Treatment Approach for youth
(CETA-Youth; Table 1) was developed by two authors
(LKM, SD), based on other common elements or trans-
diagnostic treatment research from the USA (Chorpita
& Weisz, 2009a, b; Weisz et al., 2012; Chorpita et al.,
2017), and designed specifically for training and
delivery by non-professional, lay providers, in low-
resource settings (Murray et al., 2014a). CETA is an
approach that teaches cognitive-behavioral therapy
elements common to evidence-based treatments
(EBTs) (Chorpita et al., 2005) for trauma, anxiety,
depression, and behavioral problems, and also how
to combine these elements to treat different presenting
problems and comorbidity. Our team conducted ran-
domized clinical trials of CETA with adults in two
LMIC settings. Both studies incorporated a task shar-
ing approach where most providers had limited educa-
tion and little to no formal mental health training and

Table 1. Table of Elements in CETA-Youth

Element
Simplified Name
(Used in training) Description

Engagement Encouraging Participation
(done in same session as
Introduction)

• Focus on obstacles to engagement
• Link program to assisting with client’s problems
• Include family when appropriate

Psychoeducation Introduction
(done in same session as
Encouraging Participation)

• Give program information (duration, content, expectations)
• Normalize/validate current symptoms/problems

Parenting Skills
(Caregiver only)

Caregiver skills • Provide positive one-on-one time, praise, reward and special
thanks, giving effective commands, consequences

Anxiety management
strategies

Relaxation • Teach strategies to improve physiological stress
• Examples include: deep breathing, meditation, progressive
muscle relaxation, and imagery. Others added based on local
cultures.

Behavioral Activation Getting Active · Identify and engage in pleasurable, mood-boosting, or
efficacy-increasing activities

Cognitive Coping/
Restructuring

1) Learning about Thoughts Feelings
and Behaviors

2) Thinking in a Different Way Part I
3) Thinking in a Different Way Part II

• Understand what thoughts feelings and behaviors are.
• Understand connection between thoughts, feelings, and
behaviors with benign situations.

• Learn to restructure thinking to be more accurate and/or
helpful.

Imaginal Gradual
Exposure

Talking about Difficult Memories
Final chapter on what they learned
and how they are different

• Face feared and avoided memories in detail
• Gradual desensitization/exposure

In Vivo Exposure Live Exposure • Face innocuous triggers/reminders in the client’s environment
• Gradual desensitization/exposure

Problem Solving Problem Solving • Defining a problem, brainstorming solutions, understanding
pros and cons of the solutions, choosing a solution to try, and
breaking that solution into smaller steps.

Suicide/Homicide/
Danger Assessment
and Planning

Safety • Assess client risk for suicide, homicide, and domestic violence
• Develop a focused plan with the client and client’s family
(when appropriate)

• Additional referral/reporting when needed

Fig. 1. Flowchart of participants.
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were taught by the apprenticeship model (Murray
et al., 2011). The studies showed medium to large effect
sizes including: (a) on the Thailand/Myanmar border
with Myanmar refugees (N = 347; ES: 1.19 PTS, 1.16
depression, 0.79 anxiety) (Bolton et al., 2014) and (b)
in Southern Iraq with survivors of conflict, torture,
trauma, and ongoing stressors (N = 149; ES: 2.40
PTS, 1.82 depression, 1.60 anxiety) (Weisz et al.,
2015). These findings provide some evidence of effect-
iveness for CETA with adults, as well as the ability of
lay providers to learn this type of flexible approach.

Suggested implementation for CETA-Youth was
weekly 60–90- minutes sessions with the child and
caregiver (if available), and involved delivery of vary-
ing elements and ‘dose’ of elements (i.e. the number of
sessions or time spent on element) depending on client
symptom and need. The number of sessions provided
could vary, with a suggested 6–12 sessions depending
on need. If the caregiver was involved, they were
taught the same skills as the child so they could sup-
port the child. When the child had behavior problems,
the caregiver was also taught parenting skills.

Counselors were taught how to identify a primary
problem by considering three things: (1) assessment
forms, (2) what the child/caregiver does and says,
and (3) consultation with their supervisor. For assess-
ment, the counselors were taught to complete an
Elements Decision Making Table, which grouped
items from the assessment focused on one problem
area (e.g., sadness or trauma). For example, a child
may score 9/12 on items related to trauma (e.g. avoid-
ance, nightmares), and only 3/12 for items related to
depression (e.g. crying, not doing activities that bring
pleasure). During the first session, counselors would
gather more information about what is bothering the
child and caregiver the most. In supervision after the
first session, a flow would be determined collabora-
tively with the counselor and supervisor, and then
would be passed on to the trainer for approval. The
counselors were taught example or ‘default’ flows for
primary problems. These ‘default’ flows were based
on current EBTs for a particular problem area. For
example, if a primary problem is trauma-related, the
default flow of elements is: Introduction, Learning,
Thinking in a different way - Part 1 (i.e., cognitive cop-
ing), Talking about difficult memories (imaginal expos-
ure), Thinking in a different way part 2 (cognitive
processing), and Finishing. Lay counselors were taught
to provide a second session whenever they had not
completed all the steps for an element, when they
believed a client did not learn the element, when a cli-
ent did not complete his/her homework and needed
practice, or when counselors felt that symptoms had
not improved sufficiently (by client or caregiver report
in session or on the weekly monitoring form). ‘Default

flows’ were created so that decision making was rela-
tively easy for lay providers with no formal training.
In this way, they could learn to recognize a primary
problem and suggest a default flow. During the
in-person training, counselors practiced decision mak-
ing with a wide range of vignettes that included ques-
tions about a client’s progress in a session or
homework completion. Counselors worked in small
groups to think through answers for the next session
(e.g., move to the next element or provide another
dose of the current element) while trainers rotated
through the small groups. In this way, counselors
and supervisors developed CETA decision-making
skills. These skills continued to be developed during
practice groups and group-based supervision (supervi-
sion of their own clients and clients seen by their
peers).

Nineteen lay counselors and three IRC local supervi-
sors were trained in CETA. All local counselors were
fluent in Somali and chosen based on their verbal com-
munication skills and expressing a desire to gain coun-
seling skills and work with children. Experience in
either counseling or working with children was pre-
ferred but not required. Backgrounds varied with
most having some secondary education. Three of the
counselors were trained by IRC previously in provid-
ing case management. Supervisors were staff from
the IRC’s gender-based violence and child protection
programs; all had undergraduate college degrees in
social work or nursing but no formal mental health
training.

Counselors and supervisors were trained in CETA
by US-based clinical psychologists (CETA-Youth) util-
izing the apprenticeship model of training and super-
vision (Murray et al., 2011) which consisted of a
10-day in-person training, followed by 6 months of
weekly small group meetings in which lay counselors
either practiced the treatment elements with a local
supervisor (before they were providing CETA to cli-
ents) or received supervision on each case (once they
began providing CETA to clients). Weekly Skype meet-
ings were also held between each local supervisor and
a CETA trainer (LKM and AMU) for 1–2 h to either
review group role-plays or discuss CETA cases.
When internet connection would not allow a skype
call, the trainers either emailed the supervisors or
called their mobile phones to discuss.

Intervention fidelity

Prior to treatment initiation, counselors and local
supervisors documented CETA treatment elements
they thought should be delivered for each client and
in what order, and the local supervisor reviewed this
with a CETA trainer (LKM, SD, AMU). Once an initial
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order was agreed upon, counselors proceeded and
each week documented how they provided each elem-
ent according to specific steps detailed in the CETA-
Youth manual. Supervisors elicited details from lay
counselors, reviewed materials from in-session activ-
ities, and recorded the techniques used and homework
assigned during weekly supervision meetings. If an
element (e.g., Thinking in a Different Way), or element
‘step’ was missed (e.g., assigning homework), the
supervisor requested completion in the next session.
In each supervision session, the local supervisor and
counselor discussed and/or role-played the element
and planned for the next session. A CETA trainer
(LKM and AMU) recorded detailed notes from the
supervisors’ weekly verbal reports, checking that all
CETA elements were delivered with proper technique,
or if not, asked for those elements to be re-done in the
following session. This was done through asking for an
objective reporting of what happened in session,
answering questions, and/or role-playing with supervi-
sors (to understand what happened and/or demon-
strate how a skill should be implemented).

Qualitative evaluation of CETA

To assess implementation aspects of the project (e.g.,
feasibility, acceptability, appropriateness for problems,
barriers, and facilitators), the IRC and academic
research team collaboratively developed brief semi-
structured interview guides for children and care-
givers, counselors, and supervisors. For children and
caregivers, counselors who did not provide treatment
for the family completed each interviews in pairs.
Four broad, open-ended questions were asked about
participants’ perceptions of how the counseling led to
change in the child and caregiver, including a probe
about potential changes in relationships: participants’
description of their experiences in counseling; and
participants’ likes and dislikes about counseling.
Interviewers were trained to use very general probes
to ensure participants had the opportunity to list as
many responses as they wished. These interviews
were conducted in one to three 1-hour-long sessions,
with the academic research team and IRC team review-
ing transcripts in between interviews to identify add-
itional interview probes as needed.

For the counselor and supervisor interviews, the IRC
hired two local interviewers not otherwise involved in
the project. These two staff received a 1-day interactive
training on qualitative interviewing techniques con-
ducted by IRC staff. These interviews were conducted
in a single, 1-hour session. Interviewers asked counse-
lors broad, open-ended questions covering the follow-
ing topics: their experiences providing counseling,
including probes related to positive and challenging

experiences; their description of becoming a counselor,
including positive and challenging aspects of this new
role; their description and opinions related to the train-
ing and supervision process; and their reflections on
the fit of the counseling with the context of the refugee
camps. All qualitative interviews were audio-recorded,
transcribed in Somali, and then translated into English
to enable both local and international IRC staff and
research team partners to participate in review and
analysis.

Analysis plan

Differences in baseline sample characteristics

We compared treatment participants and eligible treat-
ment non-participants to determine whether demo-
graphic characteristics varied by group. Paired
sample t tests for normally distributed continuous out-
comes and Wilcoxon Rank-sum tests for non-normally
distributed continuous baseline measurements of treat-
ment outcomes were used to test mean baseline differ-
ences between treatment completers (n = 37) and
treatment non-participants (n = 8) to assess for poten-
tial non-participation bias.

Baseline demographic characteristics (i.e. child’s age,
sex, school status, education level, caregiver’s age, sex,
and whether they were cohabitating with a spouse)
were compared between eligible treatment participants
and treatment non-participants using independent
samples t tests, chi-square tests, and Fisher’s exact
test for variables with fewer than five observations in
any cell.

Quantitative analysis of main outcomes

To evaluate whether treatment completers experienced
statistically significant changes from pre- to post-
treatment, we conducted paired sample t tests for nor-
mally distributed outcomes and Wilcoxon Rank-sum
tests for non-normally distributed outcomes. Outcomes
included changes in internalizing, externalizing, and
PTS symptoms as reported by caregivers and children,
and child well-being as reported by children. Effect
sizes were calculated (Cohen’s d for paired sample t
tests and r for Wilcoxon Rank-sum tests) and interpreted
such that for Cohen’s d, 0.20 = small, 0.50 =medium,
and 0.80 = large effect; and for r, 0.10 = small, 0.30 =
medium, and 0.50 = large effect (Cohen, 1992).

Qualitative analysis of implementation and trial
results

To analyze the qualitative data gathered from the four
types of participants (caregivers, children, providers,
and supervisors), transcripts were translated into
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English from Somali by local bilingual staff. Coders
(CA, LL, JH) read the transcripts to establish a general
understanding of the material. Passages in the text
were coded in Microsoft Excel using an open coding
procedure by the three independent coders to identify
the codes and count frequencies. The codes were regu-
larly reviewed throughout the coding process by the
three coders and any disagreements were discussed
with a fourth member of the research team (CA, LL,
JH, LM). Thematic coding continued iteratively until
all of the transcripts had been coded and discussed
resulting in the identification of major and minor
themes.

Results

Treatment participants

Of the 45 children eligible for treatment, eight (17%)
were not enrolled as they declined participation due
to physical health problems (n = 4) or moving away
from the camp (n = 4). Thirty-eight children (83%)
enrolled in the project Table 2. All but one child com-
pleted both the pre and post-treatment assessment
(this child moved from the camp).

Children who were eligible but did not parti-
cipate were significantly different on child age
(Mnon-participants = 13.75, S.D. = 2.31 v. Mparticipants =
11.21, S.D. 3.18, p = 0.043) and caregiver spousal status
(Fisher’s exact test, p = 0.045), with the caregivers of
non-participants reporting not having spouses at
home with greater frequency than caregivers of treat-
ment participants. No additional statistically signifi-
cant differences for child and caregiver characteristics
were noted across the two groups.

All children were included in the analysis, except for
one that did not complete the post-treatment assess-
ment. The majority screened positive for comorbid
PTS and internalizing problems (51.35%). Among the
children who participated, the remaining children
screened positive for comorbid PTS, internalizing and
externalizing (18.92%), PTS only (13.51%), externaliz-
ing only (8.11%), internalizing only (5.41%), and
comorbid PTS and externalizing (2.70%).

Outcomes

Internalizing symptoms

Children reported reduced average internalizing
symptom scores from baseline (M = 25.73, S.D. = 1.97)
to post-treatment (M = 7.76, S.D. = 1.66); t(36) = 8.35,
p < 0.001, with a large effect size (Cohen’s d = 1.37).
Caregivers also reported a significant decrease in
internalizing symptoms from baseline (Mdn = 12) to
post-treatment (Mdn = 3); Z = 4.965, p < 0.001, with a
large effect size (r = 0.85) Table 3.

Externalizing symptoms

Children reported significant decrease for average
externalizing symptom scores from baseline (Mdn =
7.5) to post-treatment (Mdn = 1); Z = 4.958, p < 0.001,
with a large effect size (r = 0.85). Significant decreases
were also observed for caregiver-reported externaliz-
ing symptoms from baseline (Mdn = 7) to post-
treatment (Mdn = 2); Z = 4.625, p < 0.001, with a large
effect size (r = 0.82).

Trauma symptoms

Children reported a reduction in average PTS symp-
tom scores from baseline (M = 20.83, S.D. = 8.69) to
post-treatment (M = 5.56, S.D. = 5.89); t(36) = 10.38,
p < 0.001, with a large effect size (Cohen’s d = 1.71).
Caregivers similarly reported a significant decrease in
children’s PTS symptoms from baseline (Mdn = 11)
to post-treatment (Mdn = 4); Z = 5.168, p < 0.001, with
a medium to large effect size (r = 0.76).

Secondary outcome

Child well-being. Significant increases in average child-
reported child-wellbeing scores were observed from
baseline (M = 47.48, S.D. = 15.98) to post-treatment
(M = 62.72, S.D. = 15.34); t(4) =−4.58, p < 0.001, with a
medium to large effect size (Cohen’s d = 0.75).

Clinical implementation results

Participants that were analyzed (n = 37) (those that had
both pre and post assessments) averaged 8.81 sessions
(range: 4–13). Thirty-one participants were classified as

Table 2. Sample characteristics for Children and Caregivers (N = 37).

Child Caregiver

Age (M (SD)) 11.21 (3.17) 41.24 (11.83)
Sex (% female) 44.44 82.86
Education*
None 21.88 57.14
Some or graduated primary 62.49 22.85
Middle school 3.12 8.57
Some high school 12.5 2.86
High school graduate or higher − 8.57
Number of years living in the
camps (M (SD))

− 8.59 (8.19)

Marital Status (% married or in
relationship)

− 83.33

Living with spouse (%
cohabitating)

− 58.82

*Current grade for children; Highest grade for caregivers
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getting an ‘adequate dose’ of CETA, defined as having
received at least one session of the following elements:
Introduction/Encouraging Participation, Learning,
Thinking in a Different Way Part 1, Talking about diffi-
cult memories, and Thinking in a Different Way Part 2.
For these 31participants, the averagenumberof sessions
was 9.42 with a range of 6–14. The reasons for the six
cases not completing an ‘adequate dose’ of CETA were
unknown. Five of the six dropped after the talking
about difficult memories (TDM) element with low
symptom scores and may have been feeling better.
One case stopped coming after Talking about Difficult
memories. CETA is designed with flexibility in session
number, and completion is based on symptom reduc-
tion and receipt of the recommended elements.

Caregivers were engaged in most cases, attending an
average of 9.42 sessions (range 6–13). The amount of
time spent on each element across one or more sessions
for children and caregivers are presented in Table 4.
On average, the 17 counselors (two left the project)

provided CETA to 2.29 participants (range: 1–4). Two
high-risk cases were identified: both were successfully
managed with the safety protocol.

Qualitative results

Based on qualitative interviews with children who
received CETA and their caregiver (N = 35 of 37; two
children moved away), CETA was described as accept-
able and beneficial, with only a few reported child/
caregiver concerns. Children reported liking the coun-
seling offered in CETA, citing benefits that included
general overall changes and improvements in beha-
viors and mood (n = 30/35). Children also reported
improvements in more specific areas related to thoughts,
feelings, behaviors, as well as some trauma-specific
improvements [less unhelpful thinking (n = 14); fear/
anxiety (n = 16); anger/aggression (n = 13); mood
(n = 15)]. Children reported good relationships with
their friends, family, and community after counseling

Table 3. Pre-post mean scores for treatment completers (N = 37).

Child scales Baseline Follow-up t or z statistic† p Effect size (d or r)

Achenbach: Internalizing with qualitative items 25.73 (12.01) 7.77 (10.14) 8.35 <.0001 1.37
Achenbach: Externalizing with qualitative items 13.63 (7.33) 3.58 (5.31) 4.96† <.0001 0.82
CPSS-I with qualitative items 20.84 (8.69) 5.57 (5.89) 10.39 <.0001 1.71
Child well-being 47.48 (15.98) 62.72 (15.34) 4.58 =.0001 0.75
Caregiver scales
Achenbach: Internalizing with qualitative items 20.65 (8.26) 8.00 (9.24) 4.97† <.0001 0.82
Achenbach: Externalizing with qualitative items 16.41 (10.99) 4.86 (7.02) 4.63† <.0001 0.76
CPSS-I with qualitative items 21.19(8.27) 7.45 (9.55) 5.17† <.0001 0.85

Note. CPSS-I = Child PTSD Symptom Scale-Interview. †Based on Wilcoxon Rank-sum tests for non-normally distributed vari-
ables. Effect size interpretation: Cohen’s d: .02 = small; .50 =medium; .80+ = large effect. r: .10 = small; .30 =medium; .50 = large
effect.

Table 4. Average Amount of Time Counselors Spent Delivering Elements to Child & Caregiver

Element Name
Minutes Spent Delivering
Element to Child (mean)

Minutes Spent Delivering
Element to Caregiver (mean)

Encouraging Participation & Introduction 42.67 42.06
Safety 12.86 13.33
Learning about Thoughts, Feelings, and Behaviors 52.51 51.61
Thinking in a Different Way – Part I 69.15 53.58
Talking About Difficult Memories 124.88 83.08
Thinking in a Different Way – Part II 74.99 47.23
Talking About Difficult Memories – Final Chapter 45.75 40.68
Getting Active 48.31 38.18
Relaxation 57.50 44.33
Praise 30.00 42.50
Problem Solving 82.50 32.50
Finishing 35.79 39.62
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(n = 18/35) and noted overall positive changes (n = 10/
35) in their relationships. When asked about their own
experiences in counseling, child participants most fre-
quently discussed the skills they learned, specifically
how to change negative thoughts, how to calm them-
selves, being obedient, and integrating with the com-
munity. When asked about any parts of CETA-Youth
that they did not like, children did not endorse any
specific dislikes.

Caregivers reported overall changes and improve-
ments in their children (n = 26/35). Caregivers cited spe-
cific improvements related to thoughts, feelings, and
behaviors [fear/anxiety] (n = 19/35); mental/thinking
(n = 15/35); anger/aggression (n = 19/35); and mood
(n = 10). Caregivers also reported that children had
improved relationships with community members (n
= 21/35), their friends (n = 20/35), and their families
(n = 18/35). Caregivers reported that children behaved
more obediently (n = 16/35) and respectfully (n = 9/35)
toward their family members, and offered help to fam-
ily and neighbors (n = 8/35). When asked about the
counseling experience, caregivers discussed skills
such as learning how to help children change maladap-
tive thoughts and how to help them feel calm. When
asked about things they disliked about CETA-Youth,
some caregivers said they did not like the personal
nature of some of the questions in the assessments,
such as ‘does your child use alcohol.’ They also reported
wishing that they were provided with other services out-
side the scope of CETA (e.g. requested materials goods
like blankets and sleeping maps, assistance with
relocation).

Three IRC local supervisors and 13 of the 17 counse-
lors also participated in qualitative interviews about
their experience delivering CETA-Youth. The providers
themselves (n = 16) spoke about several facilitators, bar-
riers, and solutions to implementation factors. The vast
majority of providers reported the post-training practice
groups and supervision helped to further their under-
standing of the intervention material (n = 14/16), par-
ticularly during group role-plays, which are key to the
apprenticeship model (n = 5/16). Other providers
spoke directly about the content of the training itself stat-
ing that it was most useful to learn about the interven-
tion in terms of its components (n = 8/16), particularly
the connection among one’s thoughts, feelings, and
behaviors (n = 8/16). Some counselors also spoke
about the importance of being trained on how to
match a client’s symptoms with specific intervention
components (n = 4/16). Providers reported being moti-
vated by seeing positive changes in their clients once
they began counseling (n = 12/16) and feeling welcomed
into the lives of their clients’ families (n = 6/16). Finally,
the providers discussed how having quality materials
(e.g., manual and handouts) that outlined specific steps

for the providers to take during each session allowed
them to more easily deliver the intervention (n = 6/16).

In terms of barriers and potential solutions the pro-
viders most commonly discussed the difficulties of
participant engagement (n = 11/16), particularly in
terms of the caregivers (n = 6/16) who they felt contrib-
uted to the client no-shows (n = 7/16). Possibly linked
with the low level of engagement, providers also men-
tioned how common it was for participants to expect
benefits that fell outside the scope of counseling (e.g.,
blankets, sleeping mats, help with resettlement) (n =
10/16). This phenomenon is perhaps best characterized
by one provider who said that “Parents tell us many
needs, they tell you a Somali proverb saying, ‘a place
in which take (physical things) is needed then talk is not
helpful’ that shows us that they need some things to
be given to them in the hand during counseling.’ The
providers suggested the provision of such materials
in order to aid their counseling efforts (n = 8/16).
Some counselors also discussed how clients’ religious
and cultural views may have impacted their level of
engagement. Some providers noted that the general
belief in the camps was that mental health issues came
from a higher religious power (n = 5/16) and that the
most common practice to treat mental illness is to
have the afflicted parties read religious scripture (n =
8/16) making counseling a somewhat foreign form of
treatment (n = 3/16). Few counselors posed solutions
to these issues, however one that was mentioned was
to more clearly orient participants to the benefits of
counseling services (n = 2/16).

Discussion

The present project evaluated a common elements psy-
chotherapeutic approach for conflict-affected Somali
children and their caregivers residing in a refugee
camp. Children who participated in the CETA-Youth
project had decreases in child and caregiver-reported
symptoms of internalizing, externalizing, and PTS,
and improvements in well-being. Effect sizes for most
outcomes were large, with the largest effect for PTS
(nearly double the other effects).

This evaluation is the first to examine a common
elements approach (defined as flexible delivery of ele-
ments, order, and dosing) with children and caregivers
in a low-resource setting with delivery by lay provi-
ders. Two prior RCTs testing CETA with adults in
LMIC (Bolton et al., 2014; Weiss et al., 2015) demon-
strated effectiveness. However, CETA-Youth was
adapted for a child/adolescent focus and incorporated
additional elements to address externalizing symp-
toms and to incorporate parental involvement in the
child’s treatment. Changing the population focus to
children, adding an element (i.e. parenting skills),
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and adding caregiver steps for each element (so care-
givers could support their children) had potential to
compromise lay counselors’ ability to learn the inter-
vention and deliver it with fidelity. However, our
results suggest that CETA-Youth can be delivered by
lay providers when they receive active training, prac-
tice opportunities, and supervision (Murray et al.,
2011). Counselors, with supervision from local super-
visors, were able to choose elements, their order, and
dosing to include caregivers and address a range of
comorbid symptomatology. This is important because
comorbidity is the norm in most populations (Weisz
et al., 2015).

This was the first evaluation of CETA where the
inclusion criteria were allowed to vary – meaning chil-
dren could enroll if they had any of the symptoms but
did not need any one in particular as most trials
require (Bolton et al., 2014; Weiss et al., 2015).
Children entered into the CETA program with a
wide range of problems and severities, including
internalizing, externalizing and comorbid problems.
Over 70% had more than one presenting problem. Of
these comorbid youth, 27% had three primary present-
ing problems. Our findings support research suggesting
that comorbidity is the ‘norm and not the exception’
(Weisz et al., 2015). Currently, most EBTs target one
primary problem, with limited guidance when
comorbidity is encountered. Increasingly, in high- and
low-income countries transdiagnostic or common elem-
ent approaches are being promoted as a potentially
effective way to reach, scale-up, and sustain mental
health services as they equip providers with skills to
treat multiple presenting problems and handle
comorbidity (Ventevogel, 2014; Murray & Jordans,
2016). This evaluation allowed us the unique opportun-
ity to include a lower resource context in the relatively
earlier stages of developing the evidence base for this
relatively new approach in high-resource settings.

CETA-Youth was delivered in relatively few sessions
(13 or fewer), which is consistent with the adult CETA
trials (Bolton et al., 2014; Weiss et al., 2015) and consti-
tutes a lower dose than in many EBT. For example,
Trauma-focused Cognitive Behavioral Therapy (Cohen
et al., 2006), for children is manualized for 12–16 ses-
sions; although a recent study in the USA with mental
health professionals demonstrated effectiveness in eight
90-min sessions (Deblinger et al., 2011). Another child-
focused EBT, ‘Coping Cat’, is manualized for 16 sessions
(14 individual and two parent) (Kendall, 1994; Kendall
et al., 1997; Silk et al., 2016). This may also reflect the
fact that fewer elements or doses may have been used
for less symptomatic youth. The relatively few number
of sessions (and thus time) appeared to work well for
this transient population where most were seeking
resettlement.

This evaluation is also unique in that CETA was
implemented by the IRC, an agency already providing
a range of psychosocial services in the camps. Related
to the Inter-Agency Standing Committee (IASC) pyra-
mid (Inter-Agency Standing Committee, 2007), IRC
was already providing two ‘lower’ portions of preven-
tion education and general support services (e.g.
child-friendly spaces; case management for cases of
child maltreatment/neglect). However, our qualitative
study (Puffer et al., 2011) indicated that this population
identified significant mental health issues and spoke of
the lack of services available. CETA-Youth was suc-
cessfully incorporated so that IRC programming (and
the same providers) offered multiple layers of the
IASC pyramid. The addition of a common elements
flexible approach is one way of rounding out the deliv-
ery of the range of psychosocial services to populations
that are likely to have mental health needs (low, mod-
erate, or significant) due to chronic traumas and stres-
sors that may be common to such populations. In this
way, the elements can be used to address the range of
needs (low to significant) (Murray & Jordans, 2016)
and potentially reduce the need for multiple different
manuals/interventions.

Qualitative results suggest that overall CETA was
accepted by participants. This is similar to findings
from other CBT-based interventions in LMIC
(Murray et al., 2014c). Many commented on how
much the program helped them, which suggests that
the strong effect sizes are linked to acceptability.
Providers of CETA in this project specifically commen-
ted in a positive way about the apprenticeship model
of training and ongoing supervision. Although this
model may present some challenges for scale-up due
to the level of resources required, these results suggest
that lay providers may need and appreciate this level
of support when delivering a mental health program.
The barrier to engagement due to clients needing
tangible resources is a common struggle when imple-
menting talk therapies in LMIC. Indeed, this type of
engagement challenge is present in many low-resource
populations (McDaid et al., 2008). That said, the coun-
selors were still able to engage families in treatment
with high completion.

There are important limitations to this evaluation.
First, this was an evaluation of a project with no ran-
domization or control group. Therefore, alternative
explanations for reductions in children’s symptoms
cannot be ruled out. Second, the sample size was
small. This project was designed to address identified
mental health needs within a population with which
IRC was working, and the goal was to pilot the
CETA-Youth approach and examine feasibility.
Including a control group and having a larger sample
will be necessary to empirically evaluate the
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effectiveness of CETA-Youth. Third, there was no
follow-up to determine if treatment effects were sus-
tained over time. Also, records of what elements
were done in each session were based on a verbal
report from the lay counselor to the local supervisor,
and then onto the trainer. Finally, the qualitative inter-
views yielded relatively brief responses from youth
and caregivers, rather than more in-depth narrative
responses that could have provided a more compre-
hensive understanding of participants’ experiences
and potential mechanisms of change.

Conclusions and future directions

Conflict-affected children and adolescents living in
refugee camps who received CETA-Youth had signifi-
cant decreases in diverse mental health symptoms
(PTS, internalizing, externalizing) and increases in
well-being. Both child and caregiver participants
reported high levels of acceptability and satisfaction
with the intervention. Given the high comorbidity of
our sample and high comorbidity among conflict-
affected youth worldwide, findings from this evalu-
ation are promising and suggest a need for more
research rigorously testing the CETA model. Also
promising, CETA-Youth was tested used a task-sharing
approach in which lay counselors from the community
delivered the intervention. This approach is in line with
WHO recommendations for using task-sharing to
deliver psychosocial treatments. To our knowledge, it
is the first to test a common elements treatment with
flexible use of elements and dose for children in
LMIC. Given the high mental health treatment gap
worldwide, particularly for children, and the ‘norm’
of comorbid presentations, CETA-Youth may offer an
effective treatment that is easier to implement and
scale-up versus multiple focal interventions, specific-
ally for populations with high comorbidity.

Acknowledgements

We would like to acknowledge many partnerships.
The IRC Ethiopia staff, including Aden Abdi Hiss,
Asyia Abdulahi Elabe, Tensay Tefera, Sarah Baird,
Inbal Sansani, and the local counselors and supervisors
for time and skills dedicated to the implementation of
the intervention and research; The IRC Women’s
Protection and Empowerment Unit, including Karin
Wachter and Leora Ward for technical expertise and
consultation; Wu Tat Leong of the Global and
Community Mental Health Research Group, University
of Macau, for his assistance with manuscript prepar-
ation. We would also like to extend our sincere thanks
to all the families who inspired us, and helped us by par-
ticipating in this study.

We would also like to thank Bill & Melinda Gates
Foundation for their generous support to fund this
project.

Role of the sponsor

The funder had no role in study design, data collection
and analysis, interpretation of data, the decision to
publish, or preparation of the manuscript.

Declaration of interest

The authors declare that they have no competing
interests.

Author contributions

LKM led the overall project conceptualization and
research design, implementation of the project, co-
developer of CETA-Youth, trained and supervised in
CETA, and led the manuscript writing. BJH conducted
the statistical analysis, wrote sections of the manu-
script, assisted with research design, study conceptual-
ization, and implementation. SD is a co-developer of
CETA-Youth, provided training in CETA, and partici-
pated in manuscript writing; AMU contributed to the
implementation of the project and assisted with manu-
script writing; EP contributed to designing the research
study, led project implementation for the IRC, and
assisted with manuscript writing. AS contributed to
project implementation and assisted with research
design and manuscript writing. CA coded qualitative
data and wrote sections of the manuscript. LL: coded
qualitative data and wrote sections of the manuscript;
JH: coded qualitative data and wrote sections of the
manuscript; AI: Study implementation (conducted
field training, carried out qualitative interviews,
study data management), manuscript writing.

Ethical standards

The authors assert that all procedures contributing to
this work comply with the ethical standards of the rele-
vant national and institutional committees on human
experimentation and with the Helsinki Declaration of
1975, as revised in 2008.

References

Achenbach TM, Rescorla LA (2001). Manual for the ASEBA
School-Age Forms & Profiles. University of Vermont,
Research Center for Children, Youth & Families:
Burlington, VT.

Applied Mental Health Research (AMHR) Group Applied
Mental Health Research Group – Johns Hopkins. Available at

global mental health



(http://www.jhsph.edu/research/centers-and-institutes/center-
for-refugee-and-disaster-response/response_service/AMHR/).

Attanayake V, McKay R, Joffres M, Singh S, Burkle F Jr.,
Mills E (2009). Prevalence of mental disorders among
children exposed to war: a systematic review of 7920
children. Medicine Conflict and Survival 25, 4–19.

Barenbaum J, Ruchkin V, Schwab-Stone M (2004). The
psychosocial aspects of children exposed to war: practice
and policy initiatives. Journal of Child Psychology and
Psychiatry 45, 41–62.

Bass JK, Bolton PA, Murray LK (2007). Do not forget
culture when studying mental health. The Lancet 370(9591),
918–919.

Berubé RL, Achenbach TM (2010). Bibliography of Published
Studies Using the Achenbach System of Empirically Based
Assessment: 2006 Edition, University of Vermont, Research
Center for Children, Youth, & Families: Burlington, VT.
Available at (http://www.ASEBA.org).

Betancourt TS, Khan KT (2008). The mental health of
children affected by armed conflict: protective processes
and pathways to resilience. International Review of Psychiatry
20, 317–328.

Betancourt TS, Speelman L, Onyango G, Bolton P (2009). A
qualitative study of mental health problems among
children displaced by war in northern Uganda.
Transcultural Psychiatry 46, 238–256.

Bolton P, Bass J, Betancourt T, Speelman L, Onyango G,
Clougherty KF, Neugebauer R, Murray L, Verdeli H
(2007). Interventions for depression symptoms among
adolescent survivors of war and displacement in
northern Uganda: a randomized controlled trial. Jama 298,
519–527.

Bolton P, Lee C, Haroz EE, Murray L, Dorsey S, Robinson C,
Ugueto AM, Bass J (2014). A transdiagnostic community-
based mental health treatment for comorbid disorders:
development and outcomes of a randomized controlled
trial among Burmese refugees in Thailand. PLoS Medicine
11, e1001757.

Bronstein I, Montgomery P (2011). Psychological distress in
refugee children: a systematic review. Clinical Child and
Family Psychology Review 14, 44–56.

Chorpita BF, Daleiden EL, Park AL, Ward AM, Levy MC,
Cromley T, Chiu AW, Letamendi AM, Tsai KH, Krull JL
(2017). Child STEPs in California: a cluster randomized
effectiveness trial comparing modular treatment with
community implemented treatment for youth with anxiety,
depression, conduct problems, or traumatic stress. Journal of
Consulting and Clinical Psychology 85, 13.

Chorpita BF, Daleiden EL, Weisz JR (2005). Identifying and
selecting the common elements of evidence based
interventions: a distillation and matching model. Mental
Health Services Research 7, 5–20.

Chorpita BF, Weisz JR (2009a) MATCH-ADTC: Modular
Approach to Therapy for Children with Anxiety, Depression,
Trauma, or Conduct Problems. PracticeWise: Satellite Beach,
FL.

Chorpita BF, Weisz JR (eds) (2009b) Modular Approach to
Therapy for Children with Anxiety, Depression, Trauma, or
Conduct Problems (MATCH-ADTC). Practice Wise: Satellite
Beach, FL.

Cohen J (1992). A power primer. Psychological Bulletin 112,
155–159.

Cohen JA, Mannarino AP, Deblinger E (2006) Treating
Trauma and Traumatic Grief in Children and Adolescents.
Guilford Press: New York, New York.

Crijnen AA, Achenbach TM, Verhulst FC (1997).
Comparisons of problems reported by parents of children
in 12 cultures: total problems, externalizing, and
internalizing. Journal of the American Academy of Child &
Adolescent Psychiatry 36, 1269–1277.

Deblinger E, Mannarino AP, Cohen JA, Runyon MK, Steer
RA (2011). Trauma-focused cognitive behavioral therapy
for children: impact of the trauma narrative and treatment
length. Depression and Anxiety 28, 67–75.

Fernando GA, Miller KE, Berger DE (2010). Growing pains:
the impact of disaster-related and daily stressors on the
psychological and psychosocial functioning of youth in Sri
Lanka. Child Development 81, 1192–1210.

Foa EB, Johnson KM, Feeny NC, Treadwell KRH (2001). The
child PTSD symptom scale: a preliminary examination of its
psychometric properties. Journal of Clinical Child Psychology
30, 376–384.

Goldstein RD, Wampler NS, Wise PH (1997). War
experiences and distress symptoms of bosnian children.
Pediatrics 100, 873–878.

Hall BJ, Puffer E, Murray LK, Ismael A, Bass JK, Sim A,
Bolton PA (2014). The importance of establishing reliability
and validity of assessment instruments for mental health
problems: an example from Somali children and
adolescents living in three refugee camps in Ethiopia.
Psychological Injury and Law 7, 153–164.

Inter-Agency Standing Committee (2007) IASC guidelines on
Mental Health and Psychosocial Support in Emergency Settings.
Inter-Agency Standing Committee: Geneva, IASC.

Ivanova MY, Achenbach TM, Rescorla LA, Dumenci L,
Almqvist F, Bilenberg N, Bird H, Broberg AG, Dobrean
A, Döpfner M (2007). The generalizability of the youth self-
report syndrome structure in 23 societies. Journal of
Consulting and Clinical Psychology 75, 729.

Kendall PC (1994). Treating anxiety disorders in children:
results of a randomized clinical trial. Journal of Consulting
and Clinical Psychology 62, 100.

Kendall PC, Flannery-Schroeder E, Panichelli-Mindel SM,
Southam-Gerow M, Henin A, Warman M (1997). Therapy
for youths with anxiety disorders: a second randomized
clinical trial. Journal of Consulting and Clinical Psychology
65, 366.

Kohrt BA, Jordans MJ, Tol WA, Luitel NP, Maharjan SM,
Upadhaya N (2011). Validation of cross-cultural
child mental health and psychosocial research
instruments: adapting the depression self-rating scale
and child PTSD symptom scale in Nepal. BMC Psychiatry
11, 1.

Layne C, Saltzman W, Steinberg A, Pynoos R (unpublished
treatment manual). Trauma and grief component therapy
for adolescents: group treatment manual. Sarajevo, Bosnia:
UNICEF Bosnia and Herzegovina.

Layne CM, Olsen JA, Baker A, Legerski JP, Isakson B,
Pašalić A, Duraković-Belko E, Đapo N, Ćampara N,
Arslanagić B (2010). Unpacking trauma exposure risk

global mental health

http://www.jhsph.edu/research/centers-and-institutes/center-for-refugee-and-disaster-response/response_service/AMHR/
http://www.jhsph.edu/research/centers-and-institutes/center-for-refugee-and-disaster-response/response_service/AMHR/
http://www.ASEBA.org


factors and differential pathways of influence: predicting
postwar mental distress in Bosnian adolescents. Child
Development 81, 1053–1076.

Lustig SL, Kia-Keating M, Knight WG, Geltman P, Ellis H,
Kinzie JD, Keane T, Saxe GN (2004). Review of child and
adolescent refugee mental health. Journal of the American
Academy of Child & Adolescent Psychiatry 43, 24–36.

Mansell W, Harvey A, Watkins ER, Shafran R (2008).
Cognitive behavioral processes across psychological
disorders: a review of the utility and validity of the
transdiagnostic approach. International Journal of Cognitive
Therapy 1, 181–191.

McDaid D, Knapp M, Raja S (2008). Barriers in the mind:
promoting an economic case for mental health in low-and
middle-income countries. World Psychiatry 7, 79–86.

Meyer S, Murray LK, Puffer ES, Larsen J, Bolton P (2013).
The nature and impact of chronic stressors on refugee
children in Ban Mai Nai Soi camp, Thailand. Global Public
Health 8, 1027–1047.

Miller KE, Rasmussen A (2010). War exposure, daily
stressors, and mental health in conflict and post-conflict
settings: bridging the divide between trauma-focused
and psychosocial frameworks. Social Science & Medicine 70,
7–16.

Morgos D, Worden JW, Gupta L (2008). Psychosocial effects
of war experiences among displaced children in southern
Darfur. OMEGA-Journal of Death and Dying 56, 229–253.

Murray LK, Dorsey S, Bolton P, Jordans MJ, Rahman A,
Bass J, Verdeli H (2011). Building capacity in mental health
interventions in low resource countries: an apprenticeship
model for training local providers. International Journal of
Mental Health Systems 5, 1.

Murray LK, Dorsey S, Haroz E, Lee C, Alsiary MM, Haydary
A, Weiss WM, Bolton P (2014a). A common elements
treatment approach for adult mental health problems in
low-and middle-income countries. Cognitive and Behavioral
Practice 21, 111–123.

Murray LK, Jordans MJD (2016). Rethinking the service
delivery system of psychological interventions in low and
middle income countries. BMC Psychiatry 16, 234.

Murray LK, Skavenski S, Bass J, Wilcox H, Bolton P,
Imasiku M, Mayeya J (2014b). Implementing evidence-
based mental health care in low-resource settings: a focus
on safety planning procedures. Journal of Cognitive
Psychotherapy 28, 168–185.

Murray LK, Skavenski S, Kane JC, Mayeya J, Dorsey S,
Cohen JA, Michalopoulos LT, Imasiku M, Bolton PA
(2015). Effectiveness of trauma-focused cognitive
behavioral therapy among trauma-affected children in
Lusaka, Zambia: a randomized clinical trial. JAMA
Pediatrics 169, 761–769.

Murray LK, Skavenski S, Michalopoulos LM, Bolton PA,
Bass JK, Familiar I, Imasiku M, Cohen J (2014c).
Counselor and client perspectives of trauma-focused
cognitive behavioral therapy for children in Zambia: a
qualitative study. Journal of Clinical Child & Adolescent
Psychology 43, 902–914.

Newnham EA, Pearson RM, Stein A, Betancourt TS (2015).
Youth mental health after civil war: the importance of daily
stressors. The British Journal of Psychiatry 206, 116–121.

Office of the Special Representative of the Secretary-
General for Children and Armed Conflict, United
Nations Children’s Fund (2009). Machel Study 10-Year
Strategic Review: Children and Conflict in a Changing World.
UNICEF. Available at: https://www.unicef.org/
publications/files/
Machel_Study_10_Year_Strategic_Review_EN_030909.pdf.

Okello J, Nakimuli-Mpungu E, Musisi S, Broekaert E,
Derluyn I (2013). War-related trauma exposure and
multiple risk behaviors among school-going adolescents in
northern Uganda: the mediating role of depression
symptoms. Journal of Affective Disorders 151, 715–721.

Onyut LP, Neuner F, Ertl V, Schauer E, Odenwald M,
Elbert T (2009). Trauma, poverty and mental health
among Somali and Rwandese refugees living in an African
refugee settlement–an epidemiological study. Conflict and
Health 3, 1.

Paardekooper B, De Jong J, Hermanns J (1999). The
psychological impact of war and the refugee situation on
South Sudanese children in refugee camps in Northern
Uganda: an exploratory study. Journal of Child Psychology
and Psychiatry 40, 529–536.

Puffer ES, Larsen J, Murray LK, Meyer S, Bolton P (2011).
Qualitative findings: community perspectives on children’s
mental health in Somali refugee camps in Ethiopia. Report
prepared for the International Rescue Committee and Bill
and Melinda Gates Foundation.

Reed RV, Fazel M, Jones L, Panter-Brick C, Stein A (2012).
Mental health of displaced and refugee children resettled in
low-income and middle-income countries: risk and
protective factors. The Lancet 379(9812), 250–265.

Sagi-Schwartz A (2008). The well being of children living in
chronic war zones: the Palestinian—Israeli case.
International Journal of Behavioral Development 32, 322–336.

Senefeld S, Strasser S, Capbell J (2009) Orphans and
Vulnerable Children Wellbeing Tool: User’s Guide. Catholic
Relief Services. Available at: https://www.crs.org/sites/
default/files/tools-research/orphans-vulnerable-children-
wellbeing-tool-users-guide.pdf

Silk JS, Tan PZ, Ladouceur CD, Meller S, Siegle GJ,
McMakin DL, Forbes EE, Dahl RE, Kendall PC,
Mannarino A (2016). A randomized clinical trial comparing
individual cognitive behavioral therapy and child-centered
therapy for child anxiety disorders. Journal of Clinical Child
& Adolescent Psychology 16, 1–13. doi: 10.1080/
15374416.2016.1138408.

Tol WA, Komproe IH, Jordans MJ, Ndayisaba A,
Ntamutumba P, Sipsma H, Smallegange ES, Macy RD,
de Jong JT (2014). School-based mental health intervention
for children in war-affected Burundi: a cluster randomized
trial. BMC Medicine 12, 1.

Tousignant M, Habimana E, Biron C, Malo C, SIDOLI-
LeBIANC E, Bendris N (1999). The quebec adolescent
refugee project: psychopathology and family variables in a
sample from 35 nations. Journal of the American Academy of
Child & Adolescent Psychiatry 38, 1426–1432.

United Nations High Commissioner for Refugees (2014)
Refugees in the Horn of Africa: Somali Displacement Crisis –
Ethiopia – Jijiga – Aw-barre Refugee Camp. UNHCR.
Available at (http://data.unhcr.org/horn-of-africa/settlement.

global mental health

https://www.unicef.org/publications/files/Machel_Study_10_Year_Strategic_Review_EN_030909.pdf
https://www.unicef.org/publications/files/Machel_Study_10_Year_Strategic_Review_EN_030909.pdf
https://www.unicef.org/publications/files/Machel_Study_10_Year_Strategic_Review_EN_030909.pdf
https://www.crs.org/sites/default/files/tools-research/orphans-vulnerable-children-wellbeing-tool-users-guide.pdf
https://www.crs.org/sites/default/files/tools-research/orphans-vulnerable-children-wellbeing-tool-users-guide.pdf
https://www.crs.org/sites/default/files/tools-research/orphans-vulnerable-children-wellbeing-tool-users-guide.pdf
http://data.unhcr.org/horn-of-africa/settlement.php?id=13&country=65&region=11


php?id=13&country=65&region=11). Accessed 21 February
2014.

United Nations High Commissioner for Refugees (2016)
Figures at a Glance. Available at (http://www.unhcr.org/en-
us/figures-at-a-glance.html).

Ventevogel P (2014). Integration of mental health into
primary healthcare in low-income countries: avoiding
medicalization. International Review of Psychiatry 26,
669–679.

Ventevogel P (2015). The effects of war: local views and
priorities concerning psychosocial and mental health
problems as a result of collective violence in Burundi.
Intervention 13, 216–234.

Weiss WM, Murray LK, Zangana GAS, Mahmooth Z,
Kaysen D, Dorsey S, Lindgren K, Gross A, Murray SM,
Bass JK (2015). Community-based mental health treatments

for survivors of torture and militant attacks in southern
Iraq: a randomized control trial. BMC Psychiatry 15, 1.

Weisz JR, Chorpita BF, Palinkas LA, Schoenwald SK,
Miranda J, Bearman SK, Daleiden EL, Ugueto AM, Ho A,
Martin J (2012). Testing standard and modular designs for
psychotherapy treating depression, anxiety, and conduct
problems in youth: a randomized effectiveness trial.
Archives of General Psychiatry 69, 274–282.

Weisz JR, Krumholz LS, Santucci L, Thomassin K, Ng MY
(2015). Shrinking the gap between research and practice:
tailoring and testing youth psychotherapies in clinical care
contexts. Annual Review of Clinical Psychology 11, 139–163.

Weisz JR, Ugueto AM, Herren J, Afienko SR, Rutt C (2011).
Kernels vs. Ears, and other questions for a science of
treatment dissemination. Clinical Psychology: Science and
Practice 18, 41–46.

global mental health

http://data.unhcr.org/horn-of-africa/settlement.php?id=13&country=65&region=11
http://www.unhcr.org/en-us/figures-at-a-glance.html
http://www.unhcr.org/en-us/figures-at-a-glance.html

	An evaluation of a common elements treatment approach for youth in Somali refugee camps
	Introduction
	Current project
	Method
	Setting
	Preceding qualitative and instrument validation studies
	Measures
	Internalizing and externalizing symptoms
	PTS symptoms
	Child well being
	Project measure procedures

	Recruitment, consent, and baseline assessment procedures
	Safety protocol
	Intervention
	Intervention fidelity
	Qualitative evaluation of CETA

	Analysis plan
	Differences in baseline sample characteristics
	Quantitative analysis of main outcomes
	Qualitative analysis of implementation and trial results

	Results
	Treatment participants
	Outcomes
	Internalizing symptoms
	Externalizing symptoms
	Trauma symptoms
	Secondary outcome

	Clinical implementation results
	Qualitative results

	Discussion
	Conclusions and future directions
	Acknowledgements
	Role of the sponsor
	Declaration of interest
	Author contributions
	Ethical standards
	References


